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Summary Sternoclavicular septic arthritis is an unusual event in healthy patients. Cases have
been reported in diabetes mellitus patients, intravenous drug abusers and patients affected by
rheumatoid arthritis. We report a case of this unique infection that occurred in a patient who was
not at risk of septic arthritis. Through this case and a review of the literature, we discuss the
difficulty of diagnosing this disorder, and the consequences of delayed treatment in terms of life-
threatening outcomes and therapeutic options.
# 2008 International Society for Infectious Diseases. Published by Elsevier Ltd. All rights reserved.Introduction
Septic arthritis is not an exceptional infection. The knee and
the hip are most likely to be involved. The bacterial infection
is often limited to the sternoclavicular joint. Most cases are
reported in diabetes mellitus patients, intravenous drug
abusers and patients affected by rheumatoid arthritis. How-
ever, sternoclavicular septic arthritis is rare in healthy
patients; an extensive literature review found only 27 docu-
mented cases of sternoclavicular septic arthritis in a pre-
viously healthy patient.1* Corresponding author. Alghassani Hospital, University Hospital of
Fez, Fez 30000, Morocco. Tel.: +21261208583; fax: +21235619053.
E-mail address: halimibrahimi@yahoo.fr (A. El Ibrahimi).
1201-9712/$36.00 # 2008 International Society for Infectious Diseases.
doi:10.1016/j.ijid.2008.07.024Here, we report a case of a bacterial infection of the
sternoclavicular joint in a patient who was not at risk of
septic arthritis. Based on this case and a review of the
literature, we discuss the difficulty of diagnosing the pathol-
ogy of sternoclavicular joint infection, and the consequences
of delayed treatment in terms of life-threatening features of
this infection and therapeutic options.
Case report
A 60-year-old female presented to the Emergency Depart-
ment with a two-week history of progressive, painful swelling
of the right clavicle and subjective fever. She denied any
history of trauma or intravenous drug abuse.
A physical examination revealed the general appearance
of a fragile elderly woman without any acute pain. Her rectalPublished by Elsevier Ltd. All rights reserved.
e120 A. El Ibrahimi et al.temperature was 38.5 8C, blood pressure was 96/58 mmHg
with heart beating, and the respiratory rate was 84 beats/
min and 24 breaths/min. Her neck was supple, without any
signs of lymphadenopathy, thyromegaly, jugular venous dis-
tension or bruit. A soft and warm erythematous fluctuating
mass measuring approximately 5  5 cm was found overlying
the left proximal clavicle, immediately lateral to the ster-
noclavicular joint. The white blood cell count was 18  109/l,
with 87% neutrophils and 7% bands. The patient was treated
empirically with amoxicilin and gentamycin.
A CT scan of the chest showed a collection at the left
sternoclavicular joint, with erosion of the clavicular head
(Figure 1). Aspirated joint fluid and blood cultures were
positive for methicillin-sensitive Staphylococcus aureus.
The patient required eight weeks of antibiotherapy following
surgical debridement. Finally, no recurrence was noticed
after an interval of one year.
Discussion
Septic arthritis of the sternoclavicular joint represents 1% of
all bone and joint infections.1,2 It is mostly found in diabetes
mellitus patients, intravenous drug abusers, those with end-
stage renal and liver diseases, alcoholics, those with immu-
nodeficiencies and rheumatoid arthritis patients.2
Although very rarely, septic arthritis can also occur in
healthy adults. Between 1966 and 2001, 27 cases were
reported;3—7 in a quarter of these cases, the infectious factor
was not identified.3 Bacteremia is the most often assumed
mechanism of infection.8
Clinical presentation is often sudden, and patients might
complain for days to months of atraumatic pain in the
shoulder, neck or chest, with limited motion of the upper
extremities, and associated fever. Joint swelling and
erythema might also occur.1,2 Septic sternoclavicular arthri-
tis is generally unilateral; it affects the right side in 60% of
cases. This difference in side occurrence is less apparent in
drug-addicted patients.
According to Ross et al., biological study showed hyper-
leukocytosis in 56% of cases and bacteremia was recognized
in blood culture in 62% of cases.2 S. aureus is the most
common etiologic agent.2,9,10 Pseudomonas aeruginosa,
Escherichia coli and other bacterial agents are less likelyFigure 1 CTscan showing a collection in the right sternoclavicular j
the medial border of the clavicle. (A) the soft tissue window, (B) thto be involved. In their study of 180 septic arthritis cases,
Ross et al. reported that 49% were due to S. aureus. Other
organisms, including E. coli, Hemophilus influenza, Strepto-
coccus pneumoniae, Neisseria gonorrhoeae, Streptococcus
pyogenes and Candida albicans, have been reported in cases
with HIV patients.1,2,11
A CT scan of the chest is recommended as the initial
imaging study; it identifies bone destruction and defines
the retrosternal spread of infection.6,12 MRI also gives excel-
lent imaging information.1,2 The final diagnosis is made from
culture of the joint fluid obtained using needle aspiration or
open biopsy.
Sternoclavicular septic arthritis can be accompanied by a
locoregional abscess.10 The most potential and serious com-
plication is mediastinitis, which occurs in less than 15% of
cases.2
Thrombosis of the subclavian vein or superior vena cava is
a serious but rare complication.2 Septic shock is rare and
most cases of septic sternoclavicular arthritis remain loca-
lized processes.
Initial parenteral treatment using antistaphylococcal
penicillin is recommended.13 Drainage using needle aspira-
tion combined with antibiotics could be sufficient treatment.
Surgical debridement might be required, especially in cases
of osseous destruction, abscess formation, mediastinitis and
failure of medical treatment. The articular puncture was
blank in about two-thirds of cases because the liquid quantity
was insufficient. The bacteriological diagnosis often requires
surgical biopsy.
Once the bacteriological investigation is negative, the
choiceofantibiotherapywillbeempiric; this takes intoaccount
the frequent role of S. aureus in about one half of cases. If the
patient is immunodeficientorondrugs, thepresenceofaGram-
negative bacterium has to be considered. In general, it is
recommended that antibiotherapy be continued for four to
fiveweeks, especially in the absence of complications. In cases
of tuberculous arthritis, an adapted antibiotherapy must be
prescribed according to current methods.
In conclusion, sternoclavicular septic arthritis is a com-
mon pathology among drug users, but it might also occur in
healthy patients. It has a brutal onset, with minimal signs
and symptoms, and is difficult to diagnose. The final diag-
nosis is achieved using needle aspiration. An early CTscan ofoint, an extended articular space and a destructive lytic lesion at
e bone window.
Sternoclavicular septic arthritis e121the chest should be carried out to define any associated
extensions.
Early parenteral antistaphylococcic and aminoglycoside
antibiotics should be prescribed. In the case of a missed
diagnosis, many locoregional complications could occur, par-
ticularly mediastinitis. Early diagnosis of sternoclavicular
septic arthritis enables easier control by medical or surgical
treatment, with an excellent prognosis.
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